complicates the fracture and may act as a nidus for infection; however, sternal osteomyelitis following closed sternal fracture has rarely been reported.
CASE HISTORY
A diabetic woman aged 71 had an asystolic cardiac arrest during insertion of an intrauterine caesium implant for treatment of adenocarcinoma of the uterus. After successful cardiopulmonary resuscitation with defibrillation, closed chest compression, pharmacological therapy and endotracheal intubation, she was transferred to the intensive care unit and a right internal jugular line and right radial arterial line were inserted for supportive therapy. She was ventilated for 24 hours and required intravenous dopamine for 48 hours to maintain renal function. Cardiac enzymes were not raised and no electrocardiographic changes were noted after her arrest. Her condition was stabilized sufficiently to allow transfer to the general ward and her diabetes remained well controlled with insulin. She was apyrexial and showed no signs of infection at the time of transfer. She recovered well and four days after her arrest the internal jugular catheter was removed. The skin around the line was noted to be red and inflamed at this time and a swab from this site was sent for microbiological culture; although this yielded a heavy growth of Staphylococcus aureus sensitive to erythromycin, flucloxacillin and vancomycin, no antibiotics were prescribed. After six more days in hospital, she was discharged home on a maintenance dose of insulin, captopril, frusemide and aspirin.
Seven days after discharge she was readmitted with increasing confusion, immobility and shortness of breath.
She had a bruise on the right side of the sternum. Her temperature was 39.4°C; blood pressure 110/60mmHg; pulse 120 beats per minute; white blood count 26.6 x 109/L. Sepsis was diagnosed; and, after blood had been taken for culture, she was started on thrice daily cefotaxime 1 g and metronidazole 500 mg. Despite full supportive therapy, she died within four hours of readmission. The blood cultures taken at the time of readmission grew S. aureus with the same antibiotic susceptibility profile as that isolated from inflamed skin around her right internal jugular line during her previous admission. Post-mortem examination revealed sternal osteomyelitis evolving from a fracture of the mid part of the body of the sternum. Pus from this infection had tracked into the subcutaneous tissues and into the left pleural space. Culture of this pus yielded S. aureus. The cause of death was judged to be staphylococcal septicaemia arising from osteomyelitis of the sternum following fracture. We suggest that a potential focus of infection or signs of sepsis in patients with closed sternal fracture following CPR should be fully investigated and treated promptly to reduce the risk of sternal osteomyelitis secondary to bacteraemia. With established sternal osteomyelitis, surgical debridement may be required in addition to antimicrobial therapy.
